Summary.-The post-operative survival in 554 lung carcinomata, classified according to the histological type, was calculated by the actuarial method. On the whole, squamous cell carcinoma was the most favourable and anaplastic small cell carcinoma the least favourable lesion. However, in tumours smaller than 4 cm, confined to the lung and with negative lymph nodes (stage I), small cell carcinoma had the highest percentage of 5 year survivors, followed by large cell carcinoma, squamous cell carcinoma and adenocarcinoma. When tumours had attained a larger size and/or spread tQ neighbouring structures and regional lymph nodes (stage II and III), the histological type was a much more determining factor in survival, squamous cell carcinoma being a significantly more favourable lesion. On the other hand, no difference in survival in relation to the histological type was found when distant metastases were probably present (stage IV). It was concluded that in assessing the role of histopathology in the prognosis of lung cancer, the mutual relationship to other pathological factors must be taken into account.
THERE is some difference of opinion regarding the influence of the histological type on the survival rate in lung cancer. The discrepancies in the reported survival rates are undoubtedly influenced by the different classifications used by pathologists (Jones et al., 1967; Kern, Jones and Chapman, 1968; Weiss, Boucot and Cooper, 1970) . However, it seems worth while that the influence of the histological type on the prognosis should be evaluated in relation to other pathological factors. In recent papers (Campobasso, Musso and Berrino, 1970; Berrino, Musso and Campobasso, 1971) we have tried to define the various degrees of the local extent of lung tumours (P categories, according to the term suggested by the U.I.C.C. for other organs) and evaluate the prognostic value of the degree of local extent, nodal involvement and size independently, and also when considered in relation to each other.
Using these data, a stage-grouping of lung tumours into 4 stages was suggested.
It is the purpose of this paper to evaluate the influence of the histological type in relation to the pathological stage grouping on survival.
MATERIAL AND METHODS
Five hundred and ninety-six surgical specimens of lung carcinomata, resected at the Thoracic Surgery Centre of the University of Turin, up to December 1968 from patients who survived for more than one month after resection have been studied. Forty-two patients were lost to follow up and were excluded from the series. According to the degree of local extent (P category), size (tumours smaller or larger than 4 cm), and nodal involvement (N-and N+ tumours), the remaining 554 tumours have been subdivided into 4 stages as follows (Berrino et al., 1971): Stage I (N-tumours, up Bergson and Gage (1950) and the 9500 confidence limits by applying the formula of Greenwood quoted by Denoix (1969) . The observed survival time patterns were compared in their entirety by the continuity-corrected chi square method described by Mantel (1966) . The significance level has been chosen at 1% (P < 0-01). the great majority of cases, followed by stages II, I and IV (Tables II and III) . However, as is shown in Fig. 1 The overall survival rate in the whole series is reported in Table III (Fig. 3) . Provided lymph node metastasis was absent, size was a very significant factor in survival of both small and large cell anaplastic carcinomata and of squamous cell carcinoma (Fig. 4) ; the difference in survival between small and large adenocarcinomata was not significant even in N -tumours. (Fig. 3) . A better prognosis has been reported by some authors (Kern et al., 1968; Jackman et al., 1969; Slack, 1970) for the alveolar (bronchiolar) cell carcinoma. Such favourable behaviour could not be confirmed in the present or in other series (Hukill and Stern, 1962; Bennet and Sasser, 1969) . On the other hand, the validity of alveolar cell cancer as a clinicopathological entity has been denied by Bennet and Sasser (1969) and recent ultrastructural observations in this Institute (Mollo, Canese and Campobasso, 1973) (Campobasso, 1968) .
RESULTS
Anaplastic large cell carcinoma had a poor overall 5 year survival rate (16.2%). (1964) . The data on the progression and survival, therefore, underline the need for differentiating small and large cell carcinomata, which have often been grouped together under the same histological heading (Ashley and Davies, 1967; Slack, 1970; Weiss, 1971) . The different prognostic value of stage grouping in different histological types may explain the conflicting reports on survival of lung tumours according to histopathology. These discrepancies have been attributed to the different classifications used by pathologists, and the need for uniformity has recently been stressed (Sobin, 1972) . The various ways in which the data have been reported make it almost impossible to refer to the results of other series and make a comparison. However, there have been discrepancies in prognosis, mainly for squamous cell and adenocarcinoma, in series in which tumours have been classified under the same histological headings (Galofre' et al., 1964; Jackman et al; Jones et al., 1967; Weiss et al., 1970) . One may say that unanimity in criteria for classification does not exist (Weiss et al., 1970) . However, as the survival pattern by histological type varies in relation to the stage of the tumour, discrepancies in survival reported by other authors may reasonably be accepted as a different distribution by stage of the tumours in the various series.
The outcome of the present investigation has suggested that in assessing the role of histopathology in prognosis of lung tumours, the mutual relationship to other pathological factors must be taken into account. The analysis of such relations also gives some useful information about the natural behaviour of the tumour according to the histological type. The influence of the stage is limited in adenocarcinoma, significant in squamous and large cell carcinoma, and of the utmost importance in small cell carcinoma. On the other hand, there is no difference in survival in relation to the histological type in stage IV, where distant metastases are probably present and, apart from adenocarcinoma, in stage I where surgery may reasonably be considered as radical. Only when the tumours have reached a a certain size and/or spread to neighbouring structures and regional lymph nodes (stage II and III) is the histological type a determining factor in survival.
